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Licensee/Titulaire de permis

EXTENDICARE TORONTO INC

3000 STEELES AVENUE EAST, SUITE 700, MARKHAM, ON, L3R-0W?2
Long-Term Care Home/Foyer de soins de longue durée

EXTENDICARE LONDON
860 WATERLOQ STREET, LONDON, ON, N6A-3W6

Name of Inspector(s)/Nom de I’inspecteur ou des inspecteurs
ELISA WILSON (171)
o Inspectlon Summarleesume de I’mspection

The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): April 18, 2013

During the course of the inspection, the inspector(s) spoke with the Director of
Care, Clinical Coordinator, Registered staff, 2 Personal Support Workers,
Physiotherapist, Restorative Care Manager and resident's family.

During the course of the inspection, the inspector(s) reviewed the plan of care
for an identified resident.

The following Inspection Protocols were used during this inspection:
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Falls Prevention

Findings of Non-Compliance were found

during this inspection. |

RESPECT DES EXIGENCES |

— NON- COMPL!ANCEINON
i_egend

WN — Wntten Notﬁ" catlon . .
VPC Voluntary Plan of Correction.
DR~ Director Referral
mpliance ’Order

iWork and ActNity Order

WAO =

WN_

|Legendé

Avis écrit

. |VPC — _Plan de redressement vo!ontazre

Non compllance wnth requwements unde '

the. Long-’ferm Care Homes Act, 2007
(LTCHA) was found. (A req_u_l_r_ement
under the LTCHA includes the -
requurements contained in the |tems Ilsted
in the definition of' requ1rement under. thls

Act"in subsectlon 2(1) of the LTCHA)

The followmg constltutes wrltten o
notification of non- compllance under

|1Ce qui Suit constitue un avis écrit de non-
- [respect aux termes du paragraphe 1 de
f I_’a'rttcle.-'l 525de'1'la_ LESLD.. |

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.

Plan of care
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Specifically failed to comply with the foliowing:

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan
of care reviewed and revised at least every six months and at any other time
when,

(a) a goal in the plan is met; 2007, c. 8, s. 6 (10).

(b) the resident’s care needs change or care set out in the plan is no longer
necessary; or 2007, c. 8, s. 6 (10).

(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).

Findings/Faits saillants :

1. The licensee had not ensured the resident was reassessed and the plan of care
reviewed and revised when the resident's care needs changed.

a) A resident was observed using a specific intervention, however this intervention
was not included in the written plan of care. The Director of Care confirmed when this
intervention is being used there should be a physician's order and the directions for
use should be included in the plan of care. It was confirmed the resident had been
using this intervention for six days. A review of the resident's paper and computerized
chart revealed there was no physician order and the plan of care had not been revised
when the resident's care needs changed.

b) A resident was observed using a specific intervention for safety. A review of the
flow sheeis revealed the resident had been using this intervention for three weeks.
The resident's current plan of care did not indicate the correct intervention for safety.
The Director of Care confirmed the expectation that the plan of care should have been
reviewed and revised when the resident's care needs changed. [s. 6. (10) (b)]
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Issued on this 18th day of April, 2013

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs

Sl LD Q _pr—o
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